One hundred and seventy-four patients with tumours of villous structure were studied; 11 villous adenocarcinomas in which the existence of a preceding villous tumour could not be proved, were excluded. The remaining 163 patients were classified in three main groups: (1) Benign villous tumours and villous polyps. (2) Benign villous polyadenomas. (3) Malignant villous tumours.
Section of Proctology
Frequency, age, sex, site and size were detailed and compared with previously published reports.
Viscid mucous discharge and bleeding are the commonest symptoms. Diarrhoea seems more frequent than constipation but is often difficult to dissociate from mucous discharge. Occurrence of false calls to stool, prolapse, tenesmus and straining depends on the site and size of the tumour. The authors have sought to relate the size to histological type.
While most villous tumours are found by rectal examination and rectosigmoidoscopy, barium enema will reveal tumours situated high up; radiographs are often characteristic and may permit discovery of the colonic lesions that are often associated. Biopsy may confirm the diagnosis but only examination of the whole operation specimen, with serial sections, can determine the histological type.
The frequency of multiple tumours and, in some cases, the extensive and annular development of the tumour underline the evolutional character of this disease. This character is confirmed by the existence of complex forms, presented in this study, such as seedings at operation into the soft tissues or peritoneal cavity. The importance .of viscid mucous secretion with constipation and the frequency of associated lesions are the other two most interesting points in the clinical field.
The two dominating considerations are: (1) Malignant potential and the extension of a malignant process.
(2) Risks of recurrence.
The authors believe that recurrences are, above all, the result of limited excision. This explains their frequency with benign tumours and their rarity with malignant tumours, the latter being of course treated by wide excision in most cases.
Dr B C Morson (St Mark's Hospital, London)
Pathological Anatomy of Villous Papillomas There may be a marked difference between the appearance of a typical adenoma and a typical villous papilloma but tumours which combine macroscopic and microscopic features of both types are not uncommon. The term papillary adenoma can be useful in the description of intermediate varieties. These three varieties are no more than differing morphological manifestations of the same disease, namely neoplastic overgrowth of the intestinal epithelium.
The typical adenomatous polyp is a lobulated lesion on a stalk. However, it is not generally realized that adenomas can be large and sessile, covering a wide field of mucosa. Such a tumour is wrongly called a villous papilloma just because it is large and has no pedicle. Conversely it is not 'For full publication see: Arch. franC. Mal. Appar. dig., 1967, No. 9 bis widely appreciated that villous papillomas can be small and have a well developed stalk. Many tumours, sessile or pedunculated, have features of both adenoma and villous papilloma.
There is some evidence that the villous type of growth pattern has a greater malignant potential than the adenomatous. This opinion should be accepted with caution because the tumours selected as 'villous' are often very large. This quantitative factor is very important in any consideration of the cancer potential of adenomas and villous papillomas.
Dr R Laumonier, Dr E Martin and Mie Cl Marche (Centre Hospitalier Universitaire, Rouen, and Hopital Bichat, Paris)
Pathological Anatomy of Villous Tumours ofRectum and Colon [Anatomie pathologique des tumeurs vileuses rectocoliquesJ
This work is based on the study of two series of observations. The first series has been collected by a proctologist (Dr E Pradel). From endoscopic appearance all these cases were considered villous by the clinician. Anatomopathological study in fact shows quite varied appearances, such that only two-thirds of the cases could be regarded as villous tumours. Thus a discrepancy appears to exist between endoscopic appearance and histological structure in about a third of cases, notably where the opinion rests on biopsies and not on operation specimens.
The second series consists of the grouping of three collections of personal records of the authors.
(1) Macroscopically there is a typical villous appearance: these tumours are arborescent and friable and are nearly always bathed in abundant mucus. Macroscopic diagnosis is sometimes more difficult (a) when certain villous tumours have a more compact appearance which histology shows to be due to clumping of villosities; (b) when certain non-villous tumours have a shaggy convoluted surface.
(2) The microscopic appearance is characterized by the constant and preponderant proliferation of surface epithelium as a true projection into the rectal lumen. Glandular participation is variable; it is characterized by more or less marked folding of the epithelial margin of mucus-secreting or undifferentiated glands. This structure is usually easy to distinguish from that of most polyadenomas.
Nevertheless, two problems of pathological classification often arise: of villous polyadenomas and of villous epitheliomas. The histopathologist must apply the criteria of malignancy to each villous process. With optical microscopy the morphological data are not generally sufficient. Therefore various histochemical, cytophotometric, inframicroscopic and microangiographic procedures have been proposed.
Professor J C Goligher (General Infirmary, Leeds) Surgical Treatment of Villous Tumours Results were given of treatment of 75 cases of villous tumours by different surgical methods: diathermy fulguration, local excision, abdominoperineal excision, abdomino-anal resection and anterior resection. The essential points which should determine the surgical procedure are: the number of tumours, their dimensions and site, result of histological study of the whole tumour after local excision and, as a more general consideration, the age and physical condition of the patient.
Simple ablation of the tumour down to healthy tissue, by the endorectal route, is sufficient in most cases. It should be followed by regular and prolonged surveillance, in order to find any recurrence as soon as it appears.
Wider operations-resection or amputation of the rectum-are, however, necessary in a few particular cases.
Recurrences after limited ablation are not unusual and deserve separate study. Mr L R de Jode (Whipps Cross Hospital, London) Fluid and Electrolyte Disturbances in Vilious Tumours The chief clinical and biochemical features are described in cases of electrolyte disturbance due to villous tumours of the colon.
Brief observations are given to illustrate the clinical features of this syndrome; the apparent
